Abstract
Introduction

Ventricular tachycardia in patients without evidence of structural heart disease that has QRS morphology with a left bundle branch block pattern and an inferior axis commonly originates from the right ventricular outflow tract (RVOT) (1). In general, RVOT tachycardia is believed to carry a favorable prognosis
despite some reported cases of sudden death (4, 5) . Recent (Fig. 2) . The QT interval preceding polymorphic ventricular tachycardia was normal, and the coupling (Fig. 3) . Radiofre-
F i g u r e 3 . I n t r a c a r d i a c e l e c t r o g r a ms ( l e f t p a n e l ) a n d f l u o r o s c o p i c i ma g e s ( r i g h t u p p e r a n d l o we r p a n e l s ) a r e s h o wn . S u r f a c e e l e c t r o c a r d i o g r a ms a s we l l a s e l e c t r o g r a ms r e c o r d e d b y a L AS S O c a t h e t e r p l a c e d i n t h e RVOT , t h e d i s t a l a n d p r o x i ma l e l e c t r o d e s o f t h e a b l a t i o n c a t h e t e r ( AB L d a n d AB L p ) , a n d t h e r i g h t v e n t r i c u l a r a p e x ( RVd a n d RVp ) a r e s h o wn . T h e e l e c t r o g r a m r e c o r d e d b y t h e d i s t a l e l e c t r o d e s o f t h e a b l a t i o n c a t h e t e r a t t h e o n s e t o f P VC p r e c e d e d t h e o n s e t o f QRS mo r p h o l o g y b y 3 2 ms e c a n d a u n i p o l a r e l e c t r o g r a m r e c o r d e d b y t h e d i s t a l e l e c t r o d e s h o ws QS mo r p h o l o g y . L AO: l e f t a n t e r i o r o b l i q u e , RAO: r i g h t a n t e r i o r o b l i q u e
quency energy was delivered to this earliest activation site with a temperature limit set at 55°C for 120 seconds. After the first application of radiofrequency energy, PVCs which were observed frequently prior to ablation had disappeared. (1, (8) (9) (10) (11) . Idiopathic ventricular tachycardia originating from the RVOT in patients without structural heart disease is considered benign, and radiofrequency catheter ablation has become an effective therapeutic option for these arrhythmias (12) (13) (14) (15) (16) (17) or idiopathic ventricular fibrillation (18, 19) . In idiopathic benign RVOT ventricular tachycardia, previous studies reported that endocardial activation time before the onset of surface QRS at successful ablation sites ranged from 26±11 msec (16) to 46±5 msec (20) . In the present case, the earliest activation time was 32 msec before QRS onset at the anteroseptal right ventricular outflow tract, which falls within the range of the previous studies. These findings suggest that ventricular tachycardia typically regarded as a benign entity may actually be malignant.
After 5 additional applications of radiofrequency energy to this site, the induction of ventricular tachycardia was examined but could not be detected even with triple extrastimuli from the right ventricle. Holter ECG recorded one day after ablation showed that the number of PVCs had been reduced to 3 beats in a day, and their morphology was different from that recorded before radiofrequency catheter ablation. Over the subsequent 20 months, there was no recurrence of syncope. Holter ECG recording was performed 4 times during the follow-up period, but ventricular tachycardia was not documented.
Discussion
Ventricular tachycardia originating from the RVOT is characterized by left bundle branch block morphology with an inferior frontal plane axis, often requires adrenergic stimulation for induction, and can be terminated by adenosine, beta-blocker, and verapamil administration
The mechanism of idiopathic polymorphic ventricular tachycardia/ventricular fibrillation originating from the RVOT is unclear. Previously, it has been suggested that the mechanism of idiopathic ventricular tachycardia arising from the RVOT is triggered activity (21, 22 
